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STATE PLAN UNDER TITLE X1X OF THE SOCIAL SECURITY ACT

MEDICAL ASSISTANCE PLAN

STATE OF __LOUISIANA

ATTACHMENT 4.19-A
Item 1, Page 10k(2)

PAYMENT FOR MEDICAL AND REMEDIAL CARE AND SERVICES

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - INPATIENT HOSPITAL CARE

2) Annualization of days for the purposes of the Medicaid days pools is not
permitted. Payment is based on actual paid Medicaid inpatient days for
a six month period ending on the last day of the latest month at least 30
days preceding the date of payment which will be obtained by DHH from
a report of paid Medicaid days by service date.

3) Payment is based on Medicaid days provided by hospitals in the
following three pools: .

a)

IR

b)

c)

Teaching Acute Care Hospitals - acute care hospitals (exclusive of
distinct part psychiatric units) not included in 3.a., 3.b., or 3.c.
above which are recognized under the Medicare principles of
reimbursement as approved teaching hospitals. Rehabilitation, long
term care, and freestanding psychiatric hospitals are always
classified as such, and therefore not at any time classified as
teaching hospitals, even if they have a GME program.

Acute Care Hospital - acute care, rehabilitation, and long term care
hospitals not described in 1.D.3.a. and 1.D.3.b. above (excluding

distinct part psychiatric units) are qualified for this designation,

Psychiatric Hospital - Freestanding psychiatric hospitals and

\1\05‘3\.{;& withdistinct part psychiatric units not included in [.D.3.a. and I.D.3.b.

q4-05...

above are qualified for this designation.
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STATE PLAN UNBER TITLE X1X OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-A

MEDICAL ASSISTANCE PLAN

STATE OF __LOUISTANA

Item 1, Page 10k(3)

PAYMENT FOR MEDICAL AND REMEDIAL CARE AND SERVICES

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - INPATIENT HOSPITAL CARE
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E. (Reserved)

4)

3)

Disproportionate share payments for each pool shall be calculated based
on the product of the ratio of each qualitying hospital’s experience to the
experience of all hospitals in the pool as determined by the report
described in 1.D.3.d.2). above and multiplying by an amount of funds for
each respective pool to be determined by the director of the Bureau of
Health Services Financing. Total Medicaid inpatient days include
Medicaid nursery days but do not include skilled nursing facility or
swing-bed days. Pool amounts shall be allocated based on the
consideration of the volume of days weighted by multiplying by the
following factors: teaching acute care hospital Medicaid days are
weighted by a factor of 3, non-teaching acute care Medicaid days are
weighted by a factor of 2, and psychiatric hospital Medicaid days are
weighted by a factor of 1.

DSH payments shall be made prospectively once per year for the federal

fiscal year. No additional payments shall be made if an increase in days
1s determined after audit.

Date Payment

Cost Reports Amounts Paviment
Rec’d as of Determined Period

June 30,1997  May 1998 10/1/97 - 9/30/98
June 30,1998 May 1999 10/1/98 - 9/30/99

A pro rata decrease necessitated by conditions specitied in1.D.2.a. above
for hospitals described in this section will be calculated based on the
ratio determined by dividing the hospitals’ Medicaid inpatient days by the
Medicaid inpatient days for all qualifying hospitals in this section, then
multiplying by the amount of disproportionate share payments calculated
in excess of the federal disproportionate share allotment or the state
disproportionate share appropriated amount.
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